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Background: Task sharing is an important strategy for increasing access to modern, effective contraception for women and reducing unmet
need for family planning.
Objective: The objective was to identify evidence for the safety, efficacy or acceptability of task sharing tubal sterilization to midlevel providers.
Search strategy:We searched PubMed, Cochrane and Popline for articles in all languages using the following key words: task sharing, tubal
sterilization, midlevel providers, task shifting.
Selection criteria: All studies reporting on any measure of safety, efficacy or acceptability of tubal sterilization performed by any cadre of
midlevel providers.
Data collection and analysis: Data were independently abstracted by two authors and graded using the United States Preventive Services
Task Force rating for evidence quality. Heterogeneity of outcome measures precluded a meta-analysis.
Main results: Nine studies of fair to poor quality reported on safety and acceptability outcomes. Generalizability of findings is limited by
inadequate sample size and lack of statistical comparisons. No study reported on long-term efficacy outcomes.
Conclusions: Well-designed clinical trials, of adequate sample size, are urgently needed to establish the safety, efficacy and acceptability of
task sharing tubal sterilization to midlevel providers.
© 2014 The Authors. Published by Elsevier Inc. Open access under CC BY-NC-ND license. Keywords: Task sharing; Task shifting; Female sterilization; Tubal ligation; Midlevel provider1. Introduction
Unintended pregnancy contributes significantly to maternal
mortality and morbidity in developing nations [1,2]. Globally,☆ Disclosure of interest: none.
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★★ Implications: Task sharing of female sterilization to midlevel
providers is a common practice globally. The evidence for the safety and
efficacy of this practice is sparse. The desire to scale up availability of
reproductive health services rapidly must not compromise quality of care.
Rigorous evaluation and monitoring of programs can assist with both goals.
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0010-7824 © 2014 The Authors. Published by Elsevier Inc. Open access under CC large disparities exist in access to the most effective forms of
contraception. The latest estimates are that 222 million women
have an unmet need for modern contraception; the need is
greatest where the risks of maternal mortality are highest [3,4].
In the least developed countries, 6 out of 10 women who do not
want to get pregnant or who want to delay the next pregnancy
are not using any method of contraception [4]. Unmet need for
family planning is highest among the most vulnerable elements
in society: adolescents, the poor, those living in rural areas and
urban slums, people living with HIV and internally displaced
people [5,6].
Multiple barriers to accessible, equitable and high-quality
family planning care in developing nations exist; however, a
critical barrier is a shortage of trained providers [7]. Human
resource shortages in the health services are widely acknowl-
edged as a threat to the attainment of the health-related
Millennium Development Goals [7,8]. Task shifting, or task
sharing, has been proposed as a strategy to optimize theBY-NC-ND license. 
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those in need. Task shifting is defined as the delegation of
specific tasks to less specialized health workers [7]. Task
sharing refers to a partnership in which different levels of
providers do similar work, rather than having less-credentialed
providers take over provision completely [8]. While these
terms are fairly new, the concept has existed and been utilized
in a range of settings successfully. Task sharing or shifting can
occur within clinics or across different supply outlets [7,8].
Task sharing is a key strategy for reducing unmet need for
family planning. While a wide range of modern, effective
methods of contraception exist, inadequate numbers of
providers to supply them exist, particularly in rural areas.
The most effective forms of contraception, the long-acting and
permanent methods [intrauterine device (IUD), implant,
female or male sterilization] are particularly inaccessible due
to the health worker shortage [9]. Multiple studies have
examined the effectiveness and safety of task shifting deliveryTable 1
WHO definitions of health worker cadresa
Category Definition
Advanced-level
associate clinician
A professional clinician with advanced competencies to di
and manage the most common medical, maternal, child he
and surgical conditions, including obstetric and gynaecolo
surgery (e.g., caesarean sections). Advanced-level associat
clinicians are generally trained for 4 to 5 years post secon
education in established higher-education institutions and/
post initial associate clinician training. The clinicians are r
and their practice is regulated by their national or subnatio
regulatory authority.
Associate clinician A professional clinician with basic competencies to diagno
manage common medical, maternal, child health and surgi
conditions. They may also perform minor surgery. The pre
and training can be different from country to country. How
associate clinicians are generally trained for 3 to 4 years p
education in established higher-education institutions. The
are registered, and their practice is regulated by their natio
subnational regulatory authority.
Auxiliary nurse Has some training in secondary school. A period of on-the
may be included and sometimes formalized in apprentices
auxiliary nurse has basic nursing skills and no training in
decision making. The level of training varies between cou
few months to 2–3 years.
Auxiliary nurse
midwife
Has some training in secondary school and typically a per
the-job training. Like an auxiliary nurse, an auxiliary nurs
has basic nursing skills and no training in nursing decision
They possess some of the competencies in midwifery but
qualified as midwives.
Midwife A person who has been assessed and registered by a state
midwifery regulatory authority or similar regulatory autho
Their education lasts 3, 4 or more years in nursing school
to a university or postgraduate university degree or the eq
A registered midwife has the full range of midwifery skill
Nurse A graduate who has been registered to practice after exam
by a state board of nurse examiners or similar regulatory a
Education includes 3, 4 or more years in nursing school a
university or postgraduate university degree or the equival
registered nurse has the full range of nursing skills.
a Optimizing health worker roles to improve access to key maternal and newbof injectable progestin or contraceptive pills, and provision of
IUD by a range of midlevel providers [10,16]. The World
Health Organization (WHO) recognizes task shifting as a key
strategy to optimize reproductive health and has issued
recommendations on which family planning services can be
safely provided by different cadres of workers [7].
Tubal ligation (TL) is a highly effective method of
contraception, and a key barrier to its use is the lack of
trained providers [8]. Several country programs have begun
task sharing or shifting TL to midlevel providers to try and
expand method choice for women [9,17]. A wide variation
exists in the training and educational background of midlevel
providers of contraceptive services.
Prior to countries with human resources shortages of
physicians deciding to scale up task sharing of TL, it is
essential to confirm whether it is safe, effective and acceptable
to women. TL is a major pelvic surgery and requires a provider
who is capable of managing potentially life-threateningAlternative names
agnose
alth
gical
e
dary
or 3 years
egistered,
nal
Assistant medical officer, clinical officer (e.g., in Malawi),
medical licentiate practitioner, health officer
(e.g., Ethiopia), physician assistant, surgical technician,
medical technician, nonphysician clinician
se and
cal
requisites
ever,
ost secondary
clinicians
nal or
Clinical officer (e.g., in Tanzania, Uganda, Kenya,
Zambia), medical assistant, health officer, clinical
associate, nonphysician clinician
-job training
hips. An
nursing
ntries from a
Auxiliary nurse, nurse assistant, enrolled nurses
iod of on-
e midwife
making.
are not fully
Auxiliary midwife
rity.
and leads
uivalent.
s.
Registered midwife, midwife, community midwife
ination
uthority.
nd leads to a
ent. A
Registered nurse, nurse practicioner, clinical nurse
specialist, advance practice nurse, licensed nurse,
BS nurse, nurse clinician
orn health interventions through task shifting. Geneva: WHO, 2012.
able 3
riteria for grading the internal validity of individual studies
tudy design Criteria
ystematic reviews ■ Comprehensiveness of sources/search
strategy used
■ Standard appraisal of included studies
■ Validity of conclusions
■ Recency and relevance
ase–control studies ■ Accurate ascertainment of cases
■ Nonbiased selection of cases/
controls with exclusion criteria
506 M.I. Rodriguez, C. Gordon-Maclean / Contraception 89 (2014) 504–511complications. While all contraceptive providers must be
competent in counseling and informed consent, this is
especially important, and challenging, with permanent
methods of contraception. Qualitative research in Africa,
Australia and Asia has indicated that health workers may be
biased against permanent contraception and individuals'
misunderstanding of the permanent nature of TL [18,23].
This review will identify the evidence base for the safety,
efficacy and acceptability of task sharing TL to midlevel
providers.applied equally to both
■ Response rate
■ Diagnostic testing procedures applied
equally to each group
■ Appropriate attention to potential
confounding variables
andomized controlled trials
(RCTs) and cohort studies
■ Initial assembly of comparable groups:
■ For RCTs: adequate randomization,
including concealment and whether
potential confounders were distributed
equally among groups
■ For cohort studies: consideration
of potential confounders with either
restriction or measurement for adjustment
in the analysis; consideration of
inception cohorts
■ Maintenance of comparable groups
(includes attrition, crossovers, adherence,
contamination)
■ Important differential loss to follow-up
or overall high loss to follow-up
■ Measurements: equal, reliable and valid
(includes masking of outcome assessment)
■ Clear definition of interventions
■ All important outcomes considered
■ Analysis: adjustment for potential
confounders for cohort studies or
intention-to-treat analysis for RCTs
iagnostic accuracy studies ■ Screening test relevant, available for
primary care, adequately described
■ Study uses a credible reference standard,
performed regardless of test results2. Materials and methods
We searched Pubmed, Cochrane and Popline databases
for peer-reviewed articles concerning task sharing tubal
sterilization with midlevel providers. We searched from
database inception through January 2013. Search terms
included the following:
“Sterilization, Reproductive” [Mesh] OR “Sterilization,
Tubal” [Mesh] OR “female sterilization” [TW] OR fim-
briectomy [all fields] OR “tubal sterilization” [TW] OR
“Pomeroy” [TW] OR “Parkland” [ all fields] OR “Repro-
ductive Sterilization” [TW] OR “Tubal Sterilization”
[all fields] OR “tubal sterilizations” OR “tubal sterilizations”
[TW] OR Sterilization, Tubal/nursing* [TW] OR Steriliza-
tion, Tubal/methods [TW] AND “Allied Health Personnel*/
organization and administration” [MAJR] OR “mid level
provider” [TW] OR midlevel provider* [TW] OR “non-
physician provider” [TW] OR “Mid-level health providers”
[TW] OR “Physician Extenders” [all fields] OR “Feldsher”
[all fields] OR “non-physician clinician” OR “Midwifery”
[Mesh] OR “Nurse Midwives” [Mesh] OR “midwife”
[TW] OR “nurse midwives” [TW] OR “Allied Health
Occupations” [Mesh] OR “clinical officers” [TW] OR
“assistant medical officers” [TW] OR “medical officers”
[TW] OR “Staff Development” [Mesh] OR “employee cross-Table 2
Levels of evidence
Levels of Evidence
Level 1 Evidence obtained from at least one properly
designed randomized controlled trial.
Level II-1 Evidence obtained from well-designed controlled
trials without randomization.
Level II-2 Evidence obtained from well-designed cohort
or case–control analytic studies, preferably from
more than one center or research group.
Level II-3 Evidence obtained from multiple time series with
or without the intervention. Dramatic results in
uncontrolled experiments could also be regarded
as this type of evidence.
Level III Opinions of respected authorities based on clinical
experience, descriptive studies or reports of
expert communities.
U.S. Preventive Services Task Force. Guide to clinical preventive services,
2nd ed. Alexandria, Virginia: International Medical Publishing, 1996:862.
■ Reference standard interpreted
independently of screening test
■ Handles indeterminate results in a
reasonable manner
■ Spectrum of patients included in study
■ Sample size
■ Administration of reliable screening test
arris et al. Current methods of the US Preventive Services Task Force:
review of the process. American Journal of Preventive Medicine. 20
Suppl):21–35, 2001 Apr.T
C
S
S
C
R
D
H
a
(3training” [all fields] OR “task-shifting” [TIAB] OR “task-
sharing” [all fields] OR “Health Services Accessibility”
[Mesh] OR Ambulatory Care/manpower* [Mesh]OR
“Workload” [Mesh] OR “Personnel Turnover” [Mesh] OR
“job substitution” [TW] OR “Clinical Competence” [Mesh]
OR “Inservice Training” [Mesh] OR “Operating Room
Nursing” [Mesh] OR “clinical competence” [TW] OR
“operating room nursing” [TW] OR “Health Personnel”
[Mesh] OR Nurse Midwives*/education [TW].
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inclusion criterion was any study design, in any language,
reporting on outcomes of safety, efficacy or acceptability of
task sharing TL with midlevel providers. All types of midlevel
providers were included and were categorized according to
WHO definitions of health worker cadres (Table 1). All
measures of safety, efficacy (pregnancy rates) and acceptabil-
ity were included. No date restrictions were applied. Both
comparative and observational studies were included.
Both authors participated in summarizing and systemati-
cally assessing the evidence through the use of standard data
abstraction forms. The quality of each individual piece of
evidence was assessed using the United States Preventive
Services Task Force grading system [24]. Each study was
given a rating of Level 1, Level II-1, Level II-2, Level II-3 or
Level III based on the study design (Table 2). Each study was
also given a rating of poor, fair or good based on the criteria for
grading the internal validity of a study (Table 3). A good study
meets all criteria for that study design, a fair study does not
meet all criteria but is judged to have no fatal flaw, and a poor
study contains a fatal flaw. Also the type of evidence was
identified as being either direct (the evidencewas based on data
directly addressing the question) or indirect (the evidence was
extrapolated from other relevant data).
The presence of heterogeneity with respect to study
designs, population characteristics, study population recruit-
ment, extent of loss to follow-up and outcome measure
definitions did not permit us to compute summary measures
of association for outcomes of included studies.3. Results
Nine studies met our inclusion criteria (Table 4) [25,33].
Types ofmidlevel providers included advanced-level associate
clinicians (one study), associate clinicians (one study),
auxiliary nurses (two studies), midwives (three studies) and
nurses (one study). if a control group was used, it consisted of
physicians (P).
3.1. Safety
Eight of the studies reported on at least one measure of
safety of task sharing TL [25,27,33]. Cadres of workers
included advanced-level associate clinicians, associate
clinicians, auxiliary nurses, midwives and nurses. Outcomes
varied from minor to major morbidity. Among advanced-
level associate clinicians, one study reported on outcomes of
TL performed at cesarean delivery [33]. No significant
difference in postoperative general maternal condition was
noted by provider type. A study of associate clinicians does
not provide safety outcomes specific to TL [33]. A total
mortality rate of 0.1% is noted for all elective procedures
performed by associate clinicians.
Comparative data are available for two types of minor
morbidity: wound infection and operative difficulty. Two
studies reported on comparative rates of wound infectionbetween auxiliary nurses or midwives and physicians
[25,29]. Rates of wound infections were comparable in
both studies; however, no statistical testing was performed
(auxiliary nurses 5.5% vs. 6.4%, midwives 1.4% vs. 0.7%)
[25,29]. A study of midwives showed that operating time
was significantly longer with midwives than physicians: 18.5
compared with 11.9 min (p b .001) [31]. Two studies
assessed “operative difficulty” by provider, with midwives
and physicians reporting the surgeries as difficult 4.9% and
2.0% of the time, respectively [29,31]. Operative difficulty
was not further clarified in the text. In a Thai study of 20
trained midwives performing 3549 TLs, a doctor's assistance
was required 0.5% of the time due to technical difficulty. No
fatalities or major morbidity, such as hysterectomy or
massive hemorrhage, was reported in any of these studies.
3.2. Efficacy
None of the studies reported on long-term rates of
efficacy TL as measured by pregnancy rates for any cadre of
health worker. A Thai study of postpartum TL by nurses did
report on short-term efficacy [30]. They reported: “At one
year a special follow-up evaluation was carried out on a
random sample of each client group to determine contracep-
tive failures. No reported pregnancies for either group.”
Lactational status of parturients was not recorded, which
would affect fertility and this measure.
3.3. Acceptability
Two studies evaluated client acceptability of task sharing
TL to nurses and midwives [30,31]. Acceptability measures
were not identified for other health worker cadres. At 7 days
of follow-up, women were asked if they were well satisfied,
unsatisfied or indifferent or had no response [30]. Satisfac-
tion rates were high across both groups. Among women who
had TL by a physician, 95.6% were well satisfied, 0.5% were
not satisfied, 2.9% were indifferent, and 1% did not respond.
This is similar to what was reported by the midwife group:
95.9% were well satisfied, 0.7% were not satisfied, 3.0%
were indifferent, and 0.4% did not respond. Loss to follow-
up at 7 days was not reported. No statistical comparison
between groups on acceptability measures was performed. A
second study measured acceptability at time of discharge
from the hospital [31]. Women were asked if they were: fully
satisfied and would recommend service to a friend (97.4%),
not fully satisfied and would not recommend service to a
friend (2.4%), or completely dissatisfied (0.1%). No control
group was available for comparison.4. Discussion
A limited body of poor evidence exists regarding the
safety, efficacy and acceptability of task sharing TL with
midlevel providers. With regards to safety, interpretation of
the data is limited by scant data, different outcome measures
Table 4
Evidence for safety, efficacy or client acceptability of tubal sterilization by nonphysician providers
Author year Study site/time
period/funding
Study design Population Results Strengths Weaknesses Grade
Chowdhury
[1] 1975
Bangladesh Providers: Paraprofessionals
with 2 months of training
Physicians Intervention:
TL WHO HW Cadre:
Auxiliary Nurse
Not specified Procedures (n): PP 366
P 254 Safety: Infection
rate PP 5.5% P 6.4%
Efficacy: Not reported
Acceptability: Not reported
Comparative No description of
population, limited
information on
intervention, no
statistical comparisons
I–II, poor
Wortman
1975 [2]
China Anecdotal descriptions of
programs that have been
successful
Not defined Not quantified Historical interest Non comparative
No description of
population, limited
information on intervention,
no statistical comparisons
III, poor
Ghorbani
[3] 1979
Iran 1968–1976 Providers: 10 Paramedics
with OR experience
Intervention:Postpartum
TL by minilaparotomy, or
interval TL by vaginal
approach WHO HW
Cadre: Auxiliary Nurse
Women at a family
planning clinic in
a tertiary care
university hospital
Follow-up: Not defined
Procedures (n): 24 TL
Safety: “No complications
recorded.” Efficacy:
Not reported Acceptability:
Not reported
Noncomparative, small
sample size, limited
morbidity outcomes,
types of TL performed by
paramedics not described,
unclear follow-up for TL
II-3,
poor
Fongsri [4]
1979
Thailand 1976–1978 Providers: 2 OR nurses
1 physician Intervention:
TL by minilaparotomy
WHO HW Cadre: Nurse
Family planning clinic Procedures (n): N 450
P 450 Safety: N 1 uterine
perforation P 3 uterine
perforation Efficacy:Not
reported Acceptability:
Not reported
Comparative group Non randomized, No
power calculation
Statistical testing
performed on
demographic variables,
not outcomes, limited
quantified outcomes
II-2,
poor
Dusitsin [5]
1980
Thailand
Not defined
None listed
Randomized, clinical trial
Providers: 5 Nurse midwives
(1 year following a 12-week
training program) 3 Physicians
Intervention: Postpartum
TL by minilaparotomy
(Pomeroy method) WHO
HW Cadre: Midwives
Women 24–48 h
postpartum requesting
TL with no prior
abdominal surgeries
or complications
Follow-up 5 days
6 weeks
Procedures (n): NM: 143
P: 149Safety: Operative
difficultyNM 4.9% P 2.0%
Postoperative comp:
NM 7.0% P 6.0% Wound
infection NM 1.4% P 0.7%
Operating time: NM: 18.5 min
P: 11.9 min p b .001 Efficacy:
Not reported Acceptability:
Not reported
Randomized
Comparison group,
Good description
of NM training
No description of
randomization scheme
No power calculation
Statistical testing
performed on demographic
variables, not outcomes
Patients in NM had a
statistically significant
increase in abdominal
wall thickness, of .3 cm.
This is unlikely to be
clinically significant.
I, poor
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Koetsawang
1981 [6]
Thailand 1977–1978
None listed
Prospective cohort Providers:
9 NM 9 Physicians Intervention:
Postpartum TL by minilaparotomy
(Pomeroy method) WHO HW
Cadre: Midwives
Women 24–48 h
postpartum requesting
TL with no prior
abdominal surgeries
or complications
Follow-up 24 h 7 days
6 weeks 1 year
Procedures (n): NM: 1074
P: 302Safety: Transfusions
NM 1 P 2 Wound complication
NM 2.0% P 2.4% Readmission
NM 0.5% P 1.3% Efficacy:
“At 1 year a special
follow-up evaluation was
carried out on a random sample
of each client group to determine
contraceptive failure rate. No
reported pregnancies for either group.”
Acceptability:Well satisfied
NM 95.9% P 95.6% Not satisfied
NM 0.7% P 0.5%
Comparison group,
Good description of
NM training, NM
procedures performed
under physician
supervision
No power calculation
Statistical testing performed
on demographic variables,
not outcomes High loss
to followup: 18% at 6 weeks.
Unclear how they randomly
sampled to look at efficacy,
no description of numbers.
Short time to follow-up in
a postpartum patient for
efficacy evaluation
II-1, fair
Satyapan
[7] 1983
Thailand
12 months
WHO, Dept Reproductive
Health & Research
Prospective cohort Providers:
20 NM Intervention:
Postpartum TL by minilaparotomy
(Pomeroy method) WHO HW
Cadre: Midwives
Women 24–48 h
Postpartum requesting
TL with no prior
abdominal surgeries
or complications
Follow-up
Procedures: 3549 TL Safety:
Operating difficulty requiring doctor
0.5% Postop complications 11.3%
Efficacy: Not reported
Acceptability: At hospital discharge
Fully satisfied, would recommend
to friend: 97.4% Not fully satisfied,
would not recommend: 2.4%
Complete dissatisfaction: 0.1%
Non comparative, no
statistical testing
II-1, fair
Vaz [8]
1999
Mozambique
1 year
None identified
Prospective cohort Providers:
14 surgical technicians WHO
HW Cadre: Associate clinician
Not defined Procedures: 200 TL Safety:
For all elective surgeries, total
mortality rate of 0.1% Efficacy:
Not reported Acceptability:
Not reported
Information about TL is
poorly defined. Limited
demographic data and
outcome data reported.
II-2, fair
Chilopora
2007 [9]
Malawi 38 health
facilities over 3 months
Colombia University
Prospective cohort Providers:
Clinical officers Physicians
Intervention: TL with CD
WHO HW Cadre: Advanced-
level associate clinician
All women
undergoing CD
Procedures: TL not specified
Safety: Outcomes specific to TL not
reported. No significant differences
in maternal status post op between
groups Efficacy: Not reported
Acceptability: Not reported
Comparative,
statistical testing
All TL performed at
time of CD, reduces
generalizibility. No
power calculation.
II-2,
poor
NM = nurse midwife, P = physician, OR = operating room, PP = paraprofessional, N = nurse, CD = caesarean delivery.
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studies. Only one randomized trial has been reported in the
literature [29]. However, the randomization schema and lack
of statistical comparisons undermine the study's findings and
reduce generalizability.
No well-designed study has demonstrated equivalent
efficacy of TL by midlevel providers. It is known that risk of
pregnancy persists for 10 years following sterilization
[34,35]. A well-designed, randomized trial with minimal
loss to follow-up that follows women for several years is
needed to demonstrate equivalent efficacy.
Two studies of fair to poor quality demonstrated high
acceptance rates of TL, regardless of provider type. This
evidence is limited by the use of different measures to
evaluate client satisfaction and the absence of statistical
comparison. Furthermore, these results are subject to
reporting bias.
A large shortage of trained health workers globally has
impeded access towards achievement of the highest
attainable standard of sexual and reproductive health for all
individuals. Recognizing this need, recent recommendations
from the WHO provide guidance on which key interventions
in maternal and reproductive health can be safely delegated
[36]. Contraceptive delivery, including TL and male
sterilization, performed by a range of health workers is
included in the guidance. These guidelines echo our
findings: there is inadequate evidence to recommend
performance of TL by auxiliary nurses or nurse midwives.
Key differences exist between our review and that
performed for the WHO guidance. The WHO recommenda-
tions assumed that TL was within the scope of competencies
for advanced-level associate clinicians and associate clini-
cians; thus, no evidence was reviewed. Additionally, only
randomized studies were considered in the WHO guidelines.
This restriction resulted in only one study being identified
and included [30]. Our review incorporates all available
evidence, regardless of study design or cadre.
It is not known why there is a lack of evidence for task
sharing of TL. TL by advanced-level associate clinicians
and associate clinicians is a relatively common practice
[7]. Challenges in obtaining the necessary evidence for
task sharing of family planning are multiple and include
different types of health cadres with varied trainings in
each country's health system, nonstandardized require-
ments for program reporting and limited resources for
conducting research. Targeted monitoring and evaluation
of task sharing programs can provide useful data on safety
and efficacy, where programs are in place, and a large
research trial deemed impossible.
The difficulties in implementing task sharing and the
need for close monitoring and evaluation are emphasized
in a recent report from Canada [10]. The authors report on
a policy change allowing trained nurses, in collaboration
with pharmacists, to provide hormonal contraception
(pills, ring, patch and injectable). This policy change
involves a well-trained cadre of midlevel providers and arelatively low-risk intervention compared with provision
of TL. Nonetheless, significant difficulties were encoun-
tered with implementation: resistance from physicians,
translating teaching into actual practice and maintaining
consistent quality standards [10].
Several global initiatives have galvanized international
support and funding to reduce unmet need for family
planning and provide modern contraception to 120 million
new users by the year 2020. This represents a critical
opportunity to improve the lives and health of women and
their families; however, the drive to rapidly scale up services
must not compromise quality of care or a rights-based
approach to service delivery. This is imperative for TL;
programs must be cognizant and mindful of the history of
coercive sterilization in multiple countries [37,38]. A
commitment to rigorous monitoring and evaluation and
monitoring of competencies in surgical skill and informed
consent is essential to achieving this goal safely, effectively
and equitably.
Unintended pregnancy jeopardizes the lives and health of
women and their families globally. Increasing access to
skilled family planning providers through task sharing is
used to expand access to the most effective methods of
contraception [7,9,39]. Rigorous research and evaluation and
monitoring of task sharing programs are essential to
demonstrate that neither safety nor efficacy is compromised
as access to care is expanded.References
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